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episclera and conjunctiva but without scleral involve ment ( Table 1) . 4 The corneal changes start to form 2-3 mm from the limbus, appearing first as a grey swollen patch of cornea which rapidly furrows, affecting the superficial one-third of the cornea.
The furrow then spreads both circumferentially and centrally but does not perforate the cornea even though the whole surface may be involved. This whole process takes between 4 ahd 12 months. 5, 6 The bed of the furrow is vascularised, the vessels advancing right into the base of the characteristically undermined edge. The epithelium, although thick ened, almost always remains intact throughout the illness.
There has been a tendency among clinicians to call any peripheral corneal destructive change, in the absence of any obvious systemic disease, Mooren's ulcer. This has led to considerable confusion in the literature, making it almost impossible to decide which of the many treatments suggested are likely to be effective in a particular case. With the advent of monoclonal antibody therapy it is now becoming vital that all the immune-mediated diseases are fully characterised in order that the most appropriate therapy can be given.
Since the original description of the disease it has become apparent that there are probably three forms of the disease and that there is a definite racial and geographic variation in the incidences of the dis ease.5-7 The purpose of this paper is to outline the differences between these groups and describe the features which distinguish Mooren's ulceration from other forms of corneal destructive disease, and to discuss the various options for treatment. (Table II) .
Since 1980 all the patients seen with this disease in the clinics have had low-dose anterior segment angiographY'· 9 in an attempt to define the various forms of this disease more accurately.
UNILATERAL MOOREN'S ULCERATION IN
THE ELDERLY ( Fig. 1) UM is rare, but once seen is never forgotten (Fig. 2) . The patient, who is almost always over the age of 60 years, presents with the rapid onset of a red and excessively painful eye, the pain being centred in and around the eye itself. UM is extremely resistant to analgesics, making the patient's life a misery. Only one eye is involved. On examination of the eye it is found to be red and congested, but the inflammation, which may be intense, does not extent beyond 3 mm from the limbus. The conjunctiva is suffused but there is no scleral inflammation and no necrosis of the sclera or conjunctiva. Even though the whole corneal stroma has been removed by the disease, no perforation has occurred and the epithelium has remained intact.
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obvious corneal disease in the other, even though the conjunctiva is congested. If this is the case, it is almost certain that, if left untreated, the previously unaffected eye will develop a grey patch within the corneal stroma, followed by others along the limbal margin some 2 mm from the edge. Within days these grey spots aggregate and tissue is lost, leading to the typical appearance of the Mooren's ulcer (Fig. 4) .
Angiography reveals changes in the architecture of the episcleral vessels with some areas of closure.
(a)
There are no changes in the conjunctiva, but the angiogram reveals a break-up of the limbal arcade, extension of vessels into the bed of the ulcer and leakage from the tips of these vessels (Fig. 5 ). The ulcers, unlike the unilateral variety, may perforate spontaneously, and left untreated all the stromal tissue is eventually removed.
(a) Angiography shows marked limbal inflammation with leakage from the deep vascular networks and extension of the vessels into the base of the ulcer. These vessels leak at their tips. However, the superficial vascular plexus, although dilated, is intact and normally perfused. (Fig. 6) . (Table II) . (Table III) . The most common form of peripheral corneal ulceration accompanies the severe connective tissue disorders or a systemic vasculitis.
Careful clinical observation will enable these various forms to be readily distinguished, and as the P. G. WATSON 
